The rapidly increasing population of elderly patients in the Western world and the growing age-related incidence of ischemic, degenerative, and calcific valve disease have led to a significant number of very elderly referred for cardiac surgery [1] . Acute type A aortic dissection (TA-AAD) is an uncommon lethal cardiovascular emergency that demands prompt diagnosis and aggressive surgical intervention. Yet, a substantial number of patients affected by this disease (25-30%) does not receive surgery, either because of their advanced age, comorbidity, or refusal to undergo the procedure [2, 3] . We report a nonagenarian women with TA-AAD treated successfully with medical therapy.
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CASE REPORT
The rapidly increasing population of elderly patients in the Western world and the growing age-related incidence of ischemic, degenerative, and calcific valve disease have led to a significant number of very elderly referred for cardiac surgery [1] . Acute type A aortic dissection (TA-AAD) is an uncommon lethal cardiovascular emergency that demands prompt diagnosis and aggressive surgical intervention. Yet, a substantial number of patients affected by this disease (25-30%) does not receive surgery, either because of their advanced age, comorbidity, or refusal to undergo the procedure [2, 3] . We report a nonagenarian women with TA-AAD treated successfully with medical therapy.
Case report
A 91-year-old hypertensive woman was referred to our emergency department because of 10-day history of increasing dyspnoea (NYHA class III). On physical examination, her blood pressure was 160/60 mm Hg and the heart rate was regular at 92 beats/min; a grade III/VI diastolic murmur was heard along the left sternal border and rales were heard at lung bases; no pulse deficit was noted. Chest radiography showed widened mediastinum and the resting 12-lead electrocardiogram was suggestive for left ventricular hypertrophy. A transthoracic bidimensional color Doppler echocardiography examination, performed in the emergency room, visualized two lumina separated by an intimal flap within a dilated ascending aorta (TA-AAD), moderate aortic regurgitation, mild dilated and hypertrophied left ventricle without segmental or global wall motion abnormalities. No periaortic, pericardial, or pleural fluid extravasation was detected. The patient refused transesophageal echocardiography and underwent computed tomography which confirmed the diagnosis of TA-AAD. Because of the very advanced age, the patient was started on nitrates, diuretics, and ACEinhibitors. After two weeks, the patient was discharged from the hospital in stable clinical conditions and on treatment with ACE-inhibitors, diuretics and betablockers. At two years follow-up, the patient is doing well (NYHA class II) and with no complications.
Discussion
Despite recent progress in diagnostic and therapeutic intervention, TA-AAD remains a very serious vascular emergency that carries substantial in-hospital mortality and morbidity -even in centers with extensive expertise in treating this disease [3] . Along with signs and/or symptoms of organ malperfusion and clinical instability (pulse deficits, renal failure, hypotension and/or shock), age ≥ 70 years represents a strong predictor of in-hospital mortality for TA-AAD [4, 5] .
In the IRAD registry, compared to younger patients (< 70 years), elderly patients (≥ 70 years) were more likely to have a medical history of systemic arterial hypertension, atherosclerosis, diabetes and previous cardiac surgery, and less likely to present with typical symptoms (abrupt onset of chest or back pain) and signs (aortic regurgitation or pulse deficit). Furthermore, they were less likely to be managed surgically (64% vs. 86%) and had an higher in hospital mortality (48% vs 28%) [5] . Our single case of a nonagenarian suffering of TA-AAD, treated successfully with medical therapy, along with other reports highlight important "clues" of AAD in octogenarians and over. In the very elderly patients, AAD may present with atypical features, while bearing a higher morbility and mortality as compared with younger patients [5] . Therefore, the clinician must have a very high clinical index of suspicion in order to prompt the most appropriate diagnostic and therapeutic strategy. To this regard, it has to be underlined that the choice between medical and surgical intervention in the aged patient should be based on the individual case, taking into consideration frequent comorbid conditions, the higher risks of post surgical complications (in particular neurogical deficits and dementia) and the fragility of aortic wall. Moreover, whichever the strategy adopted, the complete treatment for such patients will have to entail a close follow-up including a long-term antihypertensive medical therapy aimed to lower blood pressure, aortic wall stress, and left ventricular contractility, as well as serial imaging to detect life threatening complications. 
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